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Case example- Mr Julius Dudley 
referred by Advance Nurse 

Practitioner  for SMR
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Mr Julius Dudley. SMR appointment
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➢ 75yo white British male, retired, lives with his wife

➢ Mild hearing loss (2018), fully mobile ,IT literate (e-consult, 

AccuRx, phone)

➢ Moderate frailty- eFI: 0.25 (Mar 23) (0.24-0.36)

➢ non smoker, Nil alcohol, No recent hospital admission

4

Investigations and results (Oct 2024)
➢ Weight 72.12 kg, BMI 24.96 (Oct 24). 77.8kg (Oct 23) 
➢ BP 114/66mmHg, Pulse 70 bpm
➢ Urine Albumin/Creatinine ratio 2.9 (normal)
➢ Serum Cholesterol 5.0 mmol/l, HDL 1.6, Triglycerides 1.8 (0-

1.6), LDL 2.7
➢ U&Es Sodium 138 (133-146), Potassium 4.0 (3.5-5.3), Urea 7.1 

(2.5-7.8)
➢ Creatinine 91 (64-111), eGFR 73
➢ LFTs, FBC - all normal ranges
➢ 3.10.2024 TSH – 2.73 (0.35-4.94)
➢ 3.10.2024 HbA1c – 41 

Relevant previous consultations
➢ Oct 24: ANP LTC review. Attends slimming world, eating well
➢ June 24: Seen by GP- LUTS, Solifenacin not effective. IPSS score 21/35 (Severely 

symptomatic) . Solifenacin 5mg changed to Finatseride 5mg.
➢ 7-day home BP readings: ~ 121/72 (Apr 24), ~ 137/79 (mar 24)
➢ Feb 24: Seen by GP – LUTS re. some dribbling, feeling incomplete, a few accidents. 

Tamsulosin is helping and tolerating well. Solifenacin 5mg added. 
➢ Triglyceride result discussed (slightly raised)

Repeat medicines
1. Felodipine 7.5mg od
2. Rosuvastatin 10mg od,
3. Omeprazole 20mg bd
4. Finasteride 5mg od,
5. Tamsulosin 400 od,
6. Allopurinol 200mg od
No OTC, No known allergies, No MCA

Relevant MHx

➢ Essential Hypertension (Jan 2024), 

➢ Sliding Hiatus hernia (Dec 2022), 

➢ Diabetic retinopathy (Aug 2017), 

➢ Type 2 Diabetes Mellitus (May 1998)

➢ BPH (not read coded)
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What matters 
most = dizziness

• Reduce Felodipine 
5mg od

• Review home BP
• F/up 1/12
• Review PPI 
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Example of SDM tool to discuss options 

and explain risks and benefits
NICE patient decision aid Blood Pressure control
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1. Do nothing 2. Trying lifestyle changes 3. Taking medicines + trying lifestyle changes.
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Carrying on as I am • Not all of these changes might apply to 
you, but any will help:

• Eating a healthy diet-reducing salt, and 
eating more fruit & veg.

• Being more physically active.
• Trying to get to a healthier weight.
• Avoiding drinking too much alcohol.
• Stopping smoking.

• You’ll take medicines to
• lower your blood pressure,
• as well as making lifestyle
• changes at the same time.
• You'll take 1 or more medicines every day, long
• term.

A
d
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n
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ge

s No changes to make.
No extra medicines

• You'll feel healthier and fitter.
• You’re less likely to have a stroke or a 

heart attack (although this might still 
happen).

• You might not need to take medicines.

• Medicines can help to lower your BPeven more than lifestyle changes on 
their own.

• You’ll be even less likely to have a stroke or a heart attack (although this 
might still happen).
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You are more likely to 
have a stroke or a heart 
attack if you don’t 
control your blood 
pressure (but these 
aren’t certain to 
happen).

• If you stick to lifestyle changes on their 
own, and your blood pressure is still high, 
you won’t have

• lowered your chance of a stroke or a heart 
attack as much as if you take medicines as 
well.

• Changing habits can be hard.

• You'll have to remember to take your medicines every day.
• There might be times when your BP is too low. This may not always cause 

symptoms, but some people may feel light headed (especially when they 
stand up), or even faint.

• You might get side effects from BP medicines (see table 2 page 5). But not 
everyone will get side effects and they go away quickly if you stop taking 
the medicine.

• They may be short lived or not trouble you if they do happen.
• You might need blood tests (see table 2 page 5).

What can I do to try to lower my blood pressure and lessen my chances of a stroke or a heart attack?

https://www.nice.org.uk/guidance/ng136/resources/how-do-i-control-my-blood-pressure-lifestyle-options-and-choice-of-medicines-patient-decision-aid-pdf-6899918221
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Group reflections, response and discussion

Please write in the chat 

What would you have done differently if any?
e.g not reduced Felodipine, reviewed other medicines, discussed other issues etc. 
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Follow up appointments 
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Dec 24
➢7-day home BP reading: ~116/65 
➢Advised to Stop Felodipine
➢Monitor BP in 1/12
Other issues
➢Continue LUTS medicines- assess using IPSS
➢Suspected a hiatus hernia- leave on PPI 

pending gastro appt
➢Urate levels??

Feb 25
➢Dizziness subsided

➢BP 146/76, 141/80 
➢Low pulse-Referred to 

Cardiology
➢ECG OK 
➢Low ferritin, Rx Ferrous 

sulphate
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12 months later…you get another referral 
from the GP who thinks Mr Dudley will 
benefit from an SMR and dosette box. 

His notes show that
➢ Mr Dudley as deteriorated significantly, lost >10kg and now 

temporarily housebound

➢ Had a UTI about 8 months ago - acute confusion, admitted to 

hospital and prescribed a course of antibiotics.

➢ Had a fall while in hospital, bruised his leg (no fracture), and 

stayed there a total of 4 weeks. 

➢ Blood glucose levels and BP went up and he was often tearful 

while on admission

➢ Had another fall at home recently– LAS called but no fracture, 

and he refused admission

➢ CFS 7 – moderate frailty, TUG score: 23s 

➢ His wife says he has been better at home but hasn't got his 

‘oomph” back since the hospital admission
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Discharge and repeat medicines
1. Amlodipine 5mg od
2. Metformin 500mg bd
3. Rosuvastatin 10mg od
4. Sertraline 100mg om
5. Co-codamol tablets 30/500 2qds
6. Senna tablets  2od
7. Omeprazole 20mg bd 
8. Finasteride 5mg od
9. Tamsulosin 400 od
10.Allopurinol 200mg od
11.Ferrous sulphate 200mg od

Write the Chatbox
In preparing for his appointment, how would you ensure Mr Dudley’s needs 

are at the centre of your SMR consultation?
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SMRs through the frailty lens

His notes show that
• Mr Dudley as deteriorated significantly, lost 

>10kg and now temporarily housebound

• Had a UTI about 8 months ago - acute 

confusion, admitted to hospital and 

prescribed a course of antibiotics.

• Had a fall while in hospital, bruised his leg 

(no fracture), & stayed a total of 4 wks. 

• Blood glucose levels and BP went up and he 

was often tearful while on admission

• Had another fall at home – LAS called but 

no fracture, and refused admission

• CFS 7 – moderate frailty, TUG score: 23s 

• His wife reports he’s better at home but 

hasn’t been the same since hospital adm

• BP 122/62 with post drop
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Discharge and repeat 
medicines
1. Amlodipine 5mg od
2. Metformin 500mg bd
3. Rosuvastatin 10mg od
4. Sertraline 100mg om
5. Co-codamol tablets 30/500 2qds
6. Senna tablets  2od
7. Omeprazole 20mg bd 
8. Finasteride 5mg od
9. Tamsulosin 400 od,
10.Allopurinol 200mg od
11.Ferrous sulphate od

Write in the chat box
What potential issues and PIMs can you identify at this stage for consideration 

to optimise Mr Dudley's medicines
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• To assist clinicians with deprescribing 
decisions. 

• For older people with limited life 
expectancy

• Emphasizes importance of SDM in 
deprescribing process

• Patients must meet ALL criteria:
❑ Assistance with activities of daily living 

dependency and/or severe chronic 
disease and/or terminal illness. 

❑ Severe irreversible frailty, i.e. high risk of 
acute medical complications and clinical 
deterioration. 

❑ Physician overseeing care of patient would 
not be surprised if the patient died in the 
next 12 months

Denis Curtinet al 2021, https://doi.org/10.1093/ageing/afaa159

Identify PIMs -STOPP Frail 2 tool

https://doi.org/10.1093/ageing/afaa159
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The SMR consultation- What 
matters most to Mr Dudley now?

➢ Slowly mobilising using a Zimmer frame, light 
headed on standing and fearful of going out 
on his own without wife.

➢His priority is to avoid another fall and get 
back his confidence and independence -
Afraid of becoming a burden to his wife.

➢Worries about future so not sleeping well 
➢Recently struggling to remember to take all 

his medicines and feels his day is controlled 
by them. Recent dx mild cognitive 
impairment.

➢Because of frequent urination, he avoids 
drinking lots of water and slightly ’off’ food
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Discharge and repeat 
medicines
1. Amlodipine 5mg od
2. Metformin 500mg bd
3. Rosuvastatin 10mg od
4. Sertraline 100mg om
5. Co-codamol tablets 30/500 

2qds
6. Senna tablets  2od
7. Omeprazole 20mg bd 
8. Finasteride 5mg od
9. Tamsulosin 400 od,
10. Allopurinol 200mg od
11. Ferrous sulphate 200mg od

Write in the chat box
What medicines interventions will you 

prioritise for optimisation?
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Managing LUTs and 
impact on QoL- objective 
assessment to support 
shared decision making
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Finding the evidence to support clinical decision 
making to manage CVS and T2DM long term 

complications. GP evidence webpage 
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BP control in HTN and T2DM

NICE evidence review 20191 and a 2013 
Cochrane review2 both concluded 
that there was not enough evidence to 
recommend lower BP targets for 
patients with hypertension and 
diabetes.
Acknowledged the ACCORD study3

• 1% ARR in stroke by aiming for a 
systolic BP target of 120mmHg

• No difference in overall CVS events
• 2% absolute risk increase in serious 

adverse events*
*events resulting in hospital admission, 
death, near-death or persisting disability

BP and microvascular 
outcomes

BP control has been shown to 
reduce rates of microvascular 
complications1

• 1.5% ARR in total 
microvascular complications 
among a variety of trials of 
up to 10 years

• NNT 45 over 10 years to 
prevent one retinopathy 
event

• NNT 11 over 10 years to 
prevent one new case of 
albuminuria

MODERATE quality evidence

ACE inhibitors and ARBs 
reduce progression to end-stage renal 

disease in patients with CKD and 
albuminuria.

• No evidence for this benefit in patients 
with CKD without albuminuria, even if 
they have T2DM.

• NICE recommends offering them to 
those with diabetes if they have:
o a urine ACR >3mg/mmol
o higher levels of ACR apply for 

those without diabetes
• They have not been shown to reduce 

CVS events or overall mortality (outside 
of their role treating any co-morbidities 
such as HTN or heart failure)

https://gpevidence.org/
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Finding the evidence to support clinical 
decision making to (de)prescribe 

Allopurinol. GP evidence webpage 

NICE recommends

• Offer ULT to those with

o multiple or troublesome flares, 

tophi or chronic gouty arthritis

o those with CKD 3-5 or taking 

diuretic (higher chance of flares)

• Discuss the option of ULT with 

those who

o are experiencing a first flare or 

who have infrequent flares (no 

evidence to guide)
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• Long term uncontrolled gout causes joint damage and 
disability, but the value of ULT for those with a new 
diagnosis or those with infrequent flares is unknown.

• There is no definitive answer, but this may support your 
understanding and advice to patients.

Likelihood of further flares
A study using a UK GP clinical database followed up 
>20,000 patients after a first attack of gout2. After just 
under 4 years, the rates of further gout flares* in 
those not treated with allopurinol were:

Number of further 
flares over 4 years

None 1 2 3

Percentage of patients 62% 21% 9% 8%

https://gpevidence.org/
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Finding the 
evidence to 

support 
clinical 

decision 
making to 

(de)prescribe 
Allopurinol. 
GP evidence 

webpage 
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https://gpevidence.org/
https://gpevidence.org/
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Group exercise-
Deprescribing decisions 
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Please use the slido to select 
the medicines you will 
consider over the next few 
months for a deprescribing 
trial in Mr Dudley

Discharge and repeat medicines
1. Amlodipine 5mg od
2. Metformin 500mg bd
3. Rosuvastatin 10mg od
4. Sertraline 100mg om
5. Co-codamol tablets 30/500 2qds
6. Senna tablets  2od
7. Omeprazole 20mg bd 
8. Finasteride 5mg od
9. Tamsulosin 400 od,
10.Allopurinol 200mg od
11.Ferrous sulphate 200mg od

The passcode is
ho25j7
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Please use the slido to select 
the medicines you will prioritise 
to consider for a deprescribing 
trial in Mr Dudley at this SMR 
appointment

Discharge and repeat medicines
1. Amlodipine 5mg od
2. Metformin 500mg bd
3. Rosuvastatin 10mg od
4. Sertraline 100mg om
5. Co-codamol tablets 30/500 2qds
6. Senna tablets  2od
7. Omeprazole 20mg bd 
8. Finasteride 5mg od
9. Tamsulosin 400 od,
10.Allopurinol 200mg od
11.Ferrous sulphate 200mg od

Group exercise
Deprescribing decisions 

The passcode is

ho25j7
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Thank you for listening
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It is wise to use a bit of caution in unfamiliar territory [deprescribing]. 
But that only means testing the waters instead of diving in head first.

It doesn't mean never going near the ocean.
Doe Zantamata
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